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The incidence of renal artery aneurysms is relatively low, but is increasingly reported. The most important complications are those of rupture and hypertension. We report on an unusual case of renal artery aneurysm due to fibromuscular hyperplasia, which was complicated by spontaneous rupture.
Case report
A 19-year·old girl presented with an 8-day history of left upper quadrant (LUQ) abdominal and back pain. She was not shocked but had a palpable mass in the LUQ. Haemoglobin was 10 gldl and the renal glomerular filtration rate was reduced. An intravenous urogram showed the left kidney to be surrounded by a soft tissue mass. Both ultrasound and CT scans were suggestive of haematoma. Renal angiography ( Figure 1 ) showed a large aneurysm in the middle of the left hilum and several similar peripheral lesions. The diagnosis was a perinephric haematoma resulting from a vascular anomaly of the left kidney.
Initial conservative management resulted in symptomatic improvement. A CT scan taken a year later, however, showed that the haernatoma had enlarged, and nephrectomy was advised. At operation, the left kidney was enclosed in a fluid-filled thick-walled sac ( Figure 2 ). In the middle of the renal hilum was a 2x2 ern aneurysm with other smaller ones. Histology of the aneurysm wall showed marked fibromuscular hyperplasia of the media and subintimal regions. She made an excellent recovery and was well after one year with normal blood pressure and renal function.
Discussion
First reported in 1770 by Rouppe, renal artery aneurysms (RAA) have remained a rarity until relatively recently when the increased use of abdominal angiography has led to more frequent diagnosis'. Nevertheless, the incidence is still low. It occurs most frequently in the main or segmental renal artery and is bilateral in 20%2. Common aetiologies include congenital, atherosclerotic and arteritic (polyarteritis nodosa).
The most important complications are rupture and hypertension. Rupture is uncommon at 5.6% or lower but may be associated with a high mortality (80%)3-5. Risk factors predisposing to rupture include a size of over 1.5 em diameter, lack of calcification, pregnancy and coexistent uncontrollable hypertensions".
About 70-90% of patients with RAA have hypertension and are unresponsive to drugs. A large number have coexistent renal artery stenosis and renal ischaemia. RAA alone is seldom associated with hypertension". Measurement of differential renal vein renin indicates the degree of renal ischaemia in the suspect kidney".
The indications for surgery include: rupture and threatened or impending rupture, especially in women of childbearing age, solitary kidney or where there is a serious threat to renal function, aneurysms over 2 em in diameter, proven renovascular hypertension and in certain symptomatic patients. The aims of surgery are to remove the aneurysmts) and to preserve as much renal tissue as possible. These include nephrectomy in certain cases; aneurysmectomy with repair, with or without a graft; in situ revascularization via aorto-renal or spleno-renal bypass; and where the expertise is available, extracorporeal revascularization and auto-transplantation10,11.
Fibromuscular hyperplasia (FMH) is a generalized arterial disease affecting medium and small-sized arteries, predominately in young and middle-aged women 12,13. The renal arteries are commonly involved but other arteries, especially the internal carotids may be involved, resulting in an increased incidence of intracranial aneurysms (8.5%)13. The typical histology is a patchy distribution of fibrous and muscular hyperplasia in the tunica media resulting in narrowing ofthe vessel lumen. Weakening and aneurysmal dilatation of the wall may also occur.
In conclusion, renal artery aneurysm resulting in rupture of the kidney should be treated by surgery following investigations. Investigations of the other kidney regarding its function and the presence or absence of coexisting vascular anomaly should be taken into account. During follow-up, regular blood pressure measurements must be carried out.
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In the past she had experienced severe abdominal pain and had undergone a diagnostic laparotomy which proved negative. Subsequently a cholecystectomy was performed.
There was a significant psychiatric history including anorexia nervosa, narcotic abuse following their prescription for pain, and possible self-inflicted rectal trauma. She had divided a brachial artery in a previous suicide attempt. Negative investigations had included screening for clotting abnormalities and haemolysis, upper gastrointestinal endoscopy, colonoscopy, coeliac axis angiography and labelled red cell isotope studies. However, faecal occult blood tests were positive and at a second laparotomy blood was noted in the small intestine but no source identified. Investigations on admission were: haemoglobin 9.8 gldl, MCV 86 fl, MCH 29 pg, serum iron 4/4mol/l, total iron binding capacity 60 /4mol/l. Repeat gastroscopy and colonoscopy were normal.
The haemoglobin fell to 4.0 gldl 12 days after admission. A 99m-technetium pyrophosphate labelled red cell study was
